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A health licensure survey and investigation of
complaint #40183 were completed on 1/25/17 at
Signature Healtheare of Cleveland. No
deficiencies were cited under Chapter 1200-8-6,
Standards for Nursing Homes.

Division of Health Care Faclities .
BORATQRY RIRECTOR'S OR P ER!SUP_PLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Coun, Aon_ L) Ad s shee ron -0 )7
—S S -

L 1G8M11 ’ If continutipn sheet 1 of 1

STAIEF !



